Sir,

Temporomandibular joint (TMJ) ankylosis is a difficult airway situation. Awake fiberoptic intubation with regional blocks is the gold standard, but patient\'s cooperation is the key, so it may not be an ideal technique in children. We report a scenario where a difficulty during fiberoptic intubation was successfully managed with a unique approach not reported before.

An 8-year-old male child with bilateral TMJ ankylosis was posted for surgical correction. On airway examination, the mandible was completely immobile and mouth opening nil. Furthermore, the child had mal-aligned dentition. Nasal patency test was carried out and left nostril was found to be more patent than the right one.

Fiberoptic intubation was planned, but the child was uncooperative and refused any awake procedure. It was then decided to induce general anesthesia with oxygen and sevoflurane using facemask. A lubricated nasopharyngeal airway (NPA) (made by cutting short an uncuffed endotracheal tube (Portex, Smiths Medical, UK) 4.5 mm ID) was selected to deliver anesthetic gases, but we were unable to insert it through the right nostril due to reduced patency. Attempt of insertion with a smaller one also failed. The situation posed a challenge as the child had to be anesthetized and only one nostril was patent through which fiberoptic bronchoscope (FOB) had to be inserted. A gap between the mal-aligned teeth was noticed, and a cut endotracheal tube (size 4.0 mm ID) was inserted through it. After pinching nostrils and pursing the lips around the tube \[[Figure 1](#F1){ref-type="fig"}\], a good seal could be achieved, and patient\'s ventilation could be conducted to the reservoir bag and capnograph was also obtained. After an adequate anesthetic depth was achieved with oxygen and sevoflurane, FOB was inserted through the left nostril (with the right one pinched) and trachea was successfully intubated. Injection fentanyl and atracurium were given intravenously. The surgical procedure was begun and the patient was extubated awake at the end.

![Induction of general anesthesia through an oropharyngeal tube prior to fiberoptic intubation (nostrils are pinched for proper seal)](SJA-9-97-g001){#F1}

Different combinations and techniques using FOB are used:\[[@ref1]\]

Combined rigid laryngoscope --- FOB technique: If the mouth opening is wide enough.Combined NPA--FOB technique: Involves administration of oxygen and general anesthesia through an (intact) NPA in one nostril and the FOB can be introduced orally or from the opposite nasal passage.Combined endoscopy mask--FOB: Endoscopy mask has a single port for administration of oxygen and anesthetic gases and another port with an insertion diaphragm wide enough to allow passage of ETT and FOB.Intubation with FOB through the laryngeal mask airway, intubating laryngeal mask, and air-Q.

The selection of the proper technique depends on patient\'s airway and the availability of equipments of pediatric size. Cases are reported where the conventional techniques have been successfully modified due to nonavailability or malfunctioning of appropriate size equipment or due to an unanticipated difficulty during fiberoptic intubation.\[[@ref2]\]

In our case, due to unavailability of pediatric endoscopy mask, we had initially planned for a combination of NPA and FOB, but the difficulty in insertion of NPA through the nostril led us to an alteration in approach by inserting an oropharyngeal tube through the gap between the teeth.
